Abstract This study explored intervention outcomes and mechanisms that could help explain why low-income, African American women with a history of intimate partner abuse and suicide attempt improve in response to a culturally-informed intervention, the Grady Nia Project. Specifically, the investigation examined whether or not the intervention had effects on the women and whether or not spiritual well-being and coping mediated the effects of the intervention on suicidal ideation and depressive symptoms. In this randomized controlled clinical trial, data from 89 women who completed both pre-and post-intervention assessments were analyzed. During the post-intervention follow-up, women in the active intervention group reported lower levels of suicidal ideation and depressive symptoms and higher levels of existential well-being and adaptive coping skills than those women randomized to the treatment as usual group. However, only existential well-being was found to mediate treatment effects on suicidal ideation and depressive symptoms. Religious well-being, as well as adaptive and maladaptive coping, did not serve a mediational function. These findings highlight the importance of designing and implementing culturally-sensitive and evidence-based strategies that enhance existential well-being in this population.
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Intimate Partner Violence, Race, and Socioeconomic Factors
African American women have a higher risk of dying from intimate partner violence (IPV) than women from other racial or ethnic backgrounds (Azziz-Baumgartner, McKeown, Melvin, Dang, & Reed, 2011) . Some studies suggest that compared to women from other racial or ethnic backgrounds, African American women are at greater risk for nonfatal IPV perpetrated by their current or former husbands or partners controlling for other demographic factors (Capaldi, Knoble, Shortt, & Kim, 2012) , whereas other research indicates that these between group differences disappear when social class is controlled (Rennison & Planty, 2003) . African American women's reactions to IPV may be impacted by their experiences of racism and oppression within their social contexts (Campbell et al., 2008) . Such discrimination might dissuade them from seeking help and might lead them to feel they have limited options for resisting the violence. In addition, exposure to lethal and nonfatal violence perpetrated by a partner more often occurs for economically and socially disadvantaged women (Capaldi et al., 2012; Fox, Benson, DeMaris, & Van Wyk, 2002) and those living in urban environment characterized by poverty, unemployment, and alcohol outlet density (Cunradi, Mair, Ponicki, & Remer, 2011) . Women from low-income backgrounds, including those in urban communities, who experience ongoing IPV have poor physical and mental health and consequently have difficulty finding and maintaining gainful employment (Yoshihama, Hammock, & Horrocks, 2006) , all of which are risk factors for suicidal behavior and depression (Joe & Neidermeier, 2008; Kubrin & Wadsworth, 2009 ).
IPV, Suicidality, and Depressive Symptoms in Low-Income, African American Women
Worldwide, IPV is one of the most consistently reported risk factors for suicide attempts (Devries et al., 2011; Rees et al., 2011) . Twenty percent of female IPV survivors threaten or attempt suicide during their lifetime (Cavanaugh, Messing, Del-Colle, O'Sullivan, & Campbell, 2011) . Low-income, African American women with suicide attempt histories report physical and nonphysical IPV three times more than their nonsuicidal counterparts (Kaslow et al., 2000) . The greater number of types of IPV these women report, the more suicidal ideation they endorse (Houry, Kemball, Rhodes, & Kaslow, 2006) . As their number of risk factors increases for low-income, African American women with a history of IPV, their likelihood of attempting suicide increases exponentially (Thompson, Kaslow, & Kingree, 2002) .
IPV is also a risk factor for depressive symptoms and disorders (Nathanson, Shorey, Tirone, & Rhatigan, 2012) , including in African American women from low-income backgrounds (Bent-Goodley, 2004; Houry et al., 2006) . Poor African American women experiencing IPV who attempt suicide are more depressed than those who currently experience IPV but have never attempted suicide (Houry, Kaslow, & Thompson, 2005) . Experiencing IPV leads to an increase in depressive symptoms, which is associated with higher levels of suicidal ideation among low-income, African American women (Leiner, Compton, Houry, & Kaslow, 2008) . African American women are more susceptible than women from other ethnic/racial background to depression (McKnight-Eily et al., 2009 ) and untreated depression is a risk factor for suicidal behavior in this population, as well as in other ethnic/racial groups (Spates, 2011) .
Treatment for Low-Income, African American Women with IPV and Suicidal Behavior
Although a growing literature examines treatment outcome studies for women with a history of IPV, only recently has an intervention been designed to target African American women who acknowledge a recent history of both IPV exposure and suicide attempt (Davis et al., 2009 ). The Grady Nia Project (Nia) is a culturally competent empowerment based group intervention based upon the Theory of Triadic Influence (TTI) (Flay & Petraitis, 1994) . A randomized clinical trial examining Nia versus treatment as usual (TAU, which is the control condition) revealed that women receiving Nia demonstrated more rapid reductions in depressive symptoms initially and these between-group differences persisted at follow-up and exhibited less significant suicidal ideation in response to both physical and nonphysical IPV . However, when considering the impact of treatment for low-income, African American women with a history of IPV in terms of reducing suicidal ideation and depressive symptoms, it is useful to ascertain factors that might mediate treatment outcome. A cultural lens can inform our understanding of factors that influence responses to traumatic events, such as IPV, and to treatment. One culturally relevant protective factor for African American women that may serve a mediating role is spirituality (Ellison & Hummer, 2010) , a multifaceted concept that includes spiritual well-being, religious involvement, and religious coping (Arnette, Mascaro, Santana, Davis, & Kaslow, 2007; Levin, Taylor, & Chatters, 1995) . Religious involvement refers to the content of religious practice. Religious coping, one kind of coping, focuses on religiosity as a skill to deal with stressful life situations. Spiritual well-being, the construct that we examined in the current study, refers to both the individual's relationship to God (the religious aspect of the construct) and ability to derive meaning from life (the existential aspect of the construct) (Ellison, 1983) . Efforts have been directed at understanding the complex relationship between spirituality and psychological variables, such as coping and well-being (Chapman & Steger, 2010; Gullatte, Brawley, Kinney, Powe, & Mooney, 2010) . Spirituality is salient as a protective factor in the lives of female survivors of IPV (Short et al., 2000) , including African American women from impoverished environments (Paranjape & Kaslow, 2010) . Lowincome, African American women with a recent history of IPV who report high levels of spiritual well-being show reduced risk for attempting suicide (Arnette et al., 2007; Kaslow et al., 2002) and those who evidence higher levels of spirituality have lower levels of depressive symptoms (Watlington & Murphy, 2006) .
Coping is another variable that may mediate treatment outcome for this population. Coping behaviors affect one's ability to psychologically adjust and endure stressful situations (Folkman, 2010) . There is a growing body of literature related to the coping strategies of a women with a history of IPV (Waldrop & Resick, 2004) . Coping mediates the IPVsuicidal ideation link in African American women with limited socioeconomic resources (Kaslow et al., 1998) . Lowincome, African American women who have attempted suicide and who have a recent history of IPV endorse lower levels of adaptive coping than their nonsuicide attempter counterparts Reviere et al., 2007) . Among African American women who experienced IPV, coping mediates the IPV-depression link (Mitchell et al., 2006) .
Hypotheses
To better understand mechanisms that account for the impact of Nia on the psychological outcomes of lowincome, African American women with a history of a suicide attempt and IPV, this study aimed to ascertain the psychological outcomes of Nia and to determine if spiritual well-being and/or coping mediated the link between intervention condition (Nia, TAU) and both suicidal ideation and depressive symptoms. It was hypothesized that (1) women randomly assigned to Nia would endorse lower levels of suicidal ideation and depressive symptoms at post-intervention than those in the TAU condition; (2) women randomly assigned to Nia would endorse higher levels of spiritual well-being and adaptive coping and lower levels of maladaptive coping than those in the TAU condition; and (3) spiritual well-being (religious, existential) and both adaptive and maladaptive coping would mediate the treatment condition (Nia, TAU)-psychological outcome (suicidal ideation, depressive symptom) links.
Method

Participants
The women were from a large, Southern, urban, universityaffiliated comprehensive health care system that provides health and mental health care to an indigent and minority population of patients. They were recruited from medical and psychiatric emergency rooms and outpatient clinics, both following referrals from hospital personnel and in response to completing random screening protocols. A total of 2,162 potential participants were screened for eligibility, 217 were enrolled, and 130 and 87 respectively were randomly assigned to Nia and TAU. There was an *2:1 randomization used, with two women assigned to Nia and then one to TAU. Among the participants in Nia, 86 completed the 10-session intervention, but 42 did not complete the post-intervention assessment. Eventually, 89 of all the participants (41 %; 45 in Nia and 44 in TAU) completed the post-intervention assessment. A detailed participant flow chart is shown in Fig. 1 . Data analyses were based on the 89 women who completed all measures associated with this research at both pre-and post-intervention assessments. Over 95 % of the participants had yearly income below the 2005 national poverty line (U.S. Census Bureau, 2005). All of the women self-identified as African American and during a screening process endorsed a history of both IPV and a suicide attempt. To meet criterion for IPV, the women needed to answer in the affirmative to one of five physical, sexual, and emotional IPV related questions on the Universal Violence Prevention Screening protocol, which has good construct validity, sensitivity, and specificity in this sample (Dutton, Mitchell, & Haywood, 1996; Heron, Thompson, Jackson, & Kaslow, 2003) . To meet criterion for a suicide attempt, they needed to answer in the affirmative to questions related to self-harm within the prior year and endorse a significant level of suicidal intent on the 20-item Suicide Intent Scale (Beck, Schuyler, & Herman, 1974) . There were few study exclusion criterion and thus individuals were only excluded from participation if they were less than 18 or older than 64, demonstrated cognitive limitations on the Mini-Mental State Exam (Folstein, Folstein, McHugh, & Fanjiang, 2001 ) resulting in the inability to complete the interview process, and/or endorsed a significant number of active psychotic symptoms on the 10-item Nia Psychotic Screen. The University's Institutional Review Board and the hospital's Research Oversight Committee approved this study prior to its inception.
Procedure
Assessments
Participants provided data at four collection intervals; preintervention, post-intervention, 6-and 12-month followups. The pre-intervention assessment collected baseline information about participants. Given sample size considerations, for this study, only interview data gathered at the pre-and post-intervention interviews was analyzed. At all data collection interviews, interviewers were blind to the participant's condition. The women were compensated $20 and $30 for pre-intervention and post-intervention interviews, respectively.
Measures
With regard to collecting background data, the Demographics Questionnaire has been used by this research team in previous studies and it provides basic demographic information (e.g., relationship status, children, homelessness status, employment status, and monthly income, etc.). In addition, The Index of Spouse Abuse (ISA) was used to evaluate two forms of IPV: physical abuse and nonphysical abuse (Hudson & McIntosh, 1981) . The ISA is a 30-item measurement with 5-point Likert scale from 1 (never) to 5 (very frequently) regarding the severity of abuse. A higher total weighed score on either the physical abuse or nonphysical abuse indicates a higher degree of abuse. The two subscales of ISA have good internal reliability and construct validity (Campbell, Campbell, King, Parker, & Ryan, 1994; Hudson & McIntosh, 1981 ). In the current study, the clinical cutoffs of 10 and 25 were used for determination of physical and nonphysical abuse respectively (Hudson & McIntosh, 1981) .
There were two primary outcome measures, one for suicidal ideation and the other for depressive symptoms. The 21-item Beck Scale for Suicide Ideation (BSS) (Beck, Brown, & Steer, 1997; Beck & Steer, 1991) assesses active and passive suicidal ideation, behaviors, as well as attitudes toward suicide. Items 1-5 (Part I) of the BSS serve a screening function, by which a zero rating on both Items 4 and 5 indicates no active suicidal ideation or avoidance of death in life threatening situations (in the passive suicidal desire) or these items prompts participants to skip the remaining 16 items. Items 4 and 5 are as follows: Item 4: (0) I have no desire to kill myself, (1) I have a weak desire to kill myself, (2) I have a moderate (medium) to strong desire to kill myself; Item 5: (0) I would try to save my life if I found myself in a life-threatening situation, (1) I would take a chance on life or death if I found myself in a life-threatening situation, (2) I would not take the steps necessary to avoid death if I found myself in a life-threatening situation. The total BSS scores were not included for the analyses because Part II of the scale was only completed by a subgroup of participants (62.5 %), and this might impair the study assumption of randomization. Psychometric analyses from other studies reveal that the BSS has high internal reliability with Cronbach's alpha coefficients ranging from .87 to .97. The Cronbach's alpha for this measure in the sample was .89 for Part I and .85 for the whole scale. There is support for use of this measure with African Americans from other samples (Carr et al., 2013; Leiner et al., 2008) . The Beck Depression Inventory, 2nd Version (BDI-II) (Beck, Steer, & Brown, 1996) is a 21 item self-report scale designed to measure the severity of depressive symptoms. Items responses are on a 4-point scale ranging from 0 to 3, with increased scores representing increased severity. Two typical items are as follows: Sadness: (0) I do not feel sad, (1) I feel sad much of the time, (2) I am sad all of the time, (3) I am so sad or unhappy that I can't stand it; and Pessimism: (0) I am not discouraged about my future, (1) I feel more discouraged about my future than I used to be, (2) I do not expect things to work out for me, (3) I feel my future is hopeless and will only get worse. Total scores range from 0 to 63, representing mild (0-13), moderate (14-19), and severe (29-63) depressive symptoms. The measure has adequate full-scale reliability (a = .94) in other samples of low-income, African American suicide attempters (Joe, Woolley, Brown, Ghahramanlou-Holloway, & Beck, 2008) and good internal consistency in the current sample (a = .90). Fig. 1 The participantflowchart Two constructs, namely spiritual well-being and coping skills, were examined as outcome variables and mediators, using the Spiritual Well-Being Scale (SWBS) and the Brief COPE Scale (B-COPE), respectively. The SWBS (Ellison, 1983; Paloutzian & Ellison, 1991) measures religious and existential well-being. This 20-item scale asks people to identify to what extent they are in agreement with each statement using a 6-point Likert scale ranging from 1 (strongly agree) to 6 (strongly disagree). Only the two subscale scores, not the total score, were used for the analyses. The subscales measure two distinct constructs (Genia, 2001) . A sample item that belongs to the religious well-being subscale is ''I believe that God loves me and cares about me.'' A sample item that belongs to the existential well-being subscale is ''I believe there is some real purpose for my life.'' Although concerns have been raised with regard to ceiling effects, particularly with religious populations although not with psychiatric populations, the overall scale and its two subscales have been found to be reliable (internal consistency) and valid (convergent, construct, discriminative) and to have good clinical utility, including with African Americans (Arnette et al., 2007; West, Davis, Thompson, & Kaslow, 2011) . For this sample, Cronbach's alpha was .86 for religious well-being and .84 for existential wellbeing. Typically, the two subscales are used in the literature, because they assess different constructs, and rarely is the total scale used. The 28-item B-COPE (Carver, 1997) assesses adaptive and maladaptive coping skills and has been used effectively with African Americans (Culver, Arena, Antoni, & Carver, 2002; Culver, Arena, Wimberly, Antoni, & Carver, 2004; Schuettler & Boals, 2011) . It uses a 4 point Likert scale ranging from 1 (I haven't been doing this at all) to 4 (I've been doing this a lot) and total scores range from 28 to 112. It is comprised of adaptive (Active Coping, Planning, Using Instrumental Support, Using Emotional Support, Positive Reframing, Humor, Acceptance, Religion) and maladaptive (Venting, Behavioral Disengagement, Self-Distraction, Self-Blame, Denial, and Substance Use) coping strategies (Meyer, 2001) . A sample item from the adaptive coping subscale is ''I've been getting help and advice from other people.'' A sample item from the maladaptive coping subscale is ''I've been giving up trying to deal with it.'' In other samples, these two subscales have demonstrated adequate internal consistency reliability and construct validity (Meyer, 2001 ). In the current sample, the Cronbach's alpha values for the adaptive and maladaptive subscales were respectively .81 and .65, indicating acceptable internal reliability for the adaptive subscale. The internal reliability for the 12 items on the maladaptive scale indicates that the items are heterogeneous and may represent diverse constructs.
Random Assignment The women were randomized to one of two conditions following the pre-intervention assessment, Nia or TAU. Assignments were made by the Project Coordinator who utilized a random number sequence. No reports of adverse events were reported for women in either condition.
Intervention Conditions Participants assigned to both Nia and TAU received referrals for standard psychiatric and medical services offered by the hospital, which includes weekly suicide and IPV support groups. They also had access to the comprehensive Resource Room associated with the program, as well as to the on-call person, available 24/7.
In addition, the women randomized to Nia participated in a 10-meeting, culturally-informed, empowermentfocused psychoeducational group intervention (Davis et al., 2009; Kaslow et al., 2010) . Nia, the Kwanza term for purpose, incorporates Afrocentric theory to create an empowering experience for women. Meeting content is informed by the TTI model, which attends to risk and protective factors in three domains: intrapersonal, social/ situational, and environmental/contextual. As such the meetings are designed to reduce risk factors in each of these domains and enhance associated protective factors. Each 90-min Nia meeting consists of a weekly check-in that is includes monitoring of IPV and suicidality, discussion of a specific topic associated with the TTI model, and activities associated with the topic. Meetings are guided by a detailed intervention manual that is flexibly applied. To minimize the tension between flexibility and fidelity during the implementation of the manual (Aarons et al., 2012) , the adaptation for the participants adheres strictly to the underling TTI model. Specifically, although participants might provide different responses to questions regarding risk and protective factors in the three domains, and the discussion might be shaped by the content of the risk and protective factors, the process maintained high fidelity to the guiding principle of the TTI model. Additional effort was made to improve the fidelity, including ensuring participants' attendance in all the 10 meetings, abiding by the detailed instructions in the manual, and receiving feedback from group helpers who observed the implementation of the intervention (Carroll et al., 2007) . Because the Nia intervention is a hybrid efficacy and effectiveness design, the research participants might bring to the group unexpected situations (e.g., intense thoughts of self-harm) that might cause the group content to deviate from the intervention manual. If a Nia woman did not fully participate in a meeting due to understandable reasons, she would have the opportunity to be re-trained in the group. Two cotherapists, one of whom self-identifies as African American, co-facilitate the program. The first three meetings set the stage for the TTI focused work, as they cover an introduction and commitment to safety (Meeting 1) and education about and safety planning related to IPV and suicide (Meetings 2 and 3). Meetings 4 and 5 target reducing intrapersonal risk factors and enhancing intrapersonal protective factors, respectively. Spiritual wellbeing and coping are two such protective factors. Meetings 6 and 7 do the same for the social/situational domain, whereas Meetings 8 and 9 are devoted to the environmental/cultural domain. The final meeting is a termination and wrap-up session. Nia is designed to expand the extant body of evidenced-based treatments for suicidal behaviors and IPV by serving as the first culturally informed group intervention for African American women with concomitant suicidal behavior and IPV.
The women randomized to Nia began their intervention with rolling admission. Specifically, each participant started her first meeting by joining an on-going group. Depending on the schedule of the group, she could start anywhere from Meeting 1 to Meeting 10. In the beginning of each meeting, there would be a 30-min introduction and check-in when the new participant would be introduced to the group. Her intervention would be completed if she participated in all 10 meetings regardless of which meeting she began with. Given the nature of the rolling admission, the time span between pre-intervention administration of the tools and intervention onset was normally about 1 week; therefore it was unlikely that the time span significantly impacted the intervention outcomes.
Results
Statistical Analyses
In accord with standard procedure for assessing mediation (Holmbeck, 2002) , multiple linear regressions were used to assess the following questions: whether or not the intervention impacted the outcome variables (i.e., suicidal ideation, depressive symptoms, religious and spiritual wellbeing, and adaptive and maladaptive coping skills). In addition, bootstrap estimates based on 10,000 resamples were generated for each multiple mediator models using the SPSS Macro (Hayes, 2013) . The use of bootstrapping was recommended for testing of indirect effects because it does not assume normality in sampling distribution (Preacher & Hayes, 2008) .
Descriptive Statistics
Chi square and independent t-tests for categorical and continuous variables respectively were conducted to compare the completer and non-completer samples. Analyses of the sample characteristics of completers and non-completers did not reveal differences in demographic information, critical relationship variables, or in pre-intervention variables, including individual income, homelessness, employment, whether or not have children, relationship status, length of current romantic relationship, whether or not the current relationship is abusive, number of abusive relationships in the past, the severity of most recent physical and emotional abuse, suicidal ideation, depressive symptoms, spiritual well-being subscale scores, and coping subscale scores. A closer examination of the subgroup of noncompleters showed no differences between the Nia and the TAU non-completers with regard to demographic factors and pre-intervention outcome variables.
This study only analyzed data from the 89 participants who completed the post-intervention assessment. The high attrition rate, despite tremendous outreach efforts on the part of the project staff in accord with recommendations for evidence-based solutions for reducing attrition (SnellJohns, Mendez, & Smith, 2004) , is not uncommon in lowincome communities (Self, Oates, Pinnock-Hamilton, & Leach, 2005) . In addition, there often are many barriers to service utilization within the African American community that often result in high rates of attrition (Thompson, Bazile, & Akbar, 2004) . The demographic information of the participants appears in Table 1 . Descriptive statistics of variables of interest for the Nia and TAU groups are shown in Table 2 . For all the participants at pre-intervention assessment, the rate of physical abuse was 88.6 % and the rate of nonphysical abuse was 88.8 %. The Nia and TAU did not differ in major demographic factors or additional treatment utilization . In addition, independent t-tests showed no pre-intervention differences between these two groups regarding depressive symptoms, religious well-being, adaptive coping, or maladaptive coping. However, the TAU group reported higher levels of suicidal ideation [t (86) = 2.56, p = .01] and lower levels of existential well-being [t (87) = -2.02, p = .05]. Since preintervention scores on all variables served as covariates for all subsequent analyses, we controlled for these between group differences.
Impact of Intervention on Suicidal Ideation and Depressive Symptoms
The first hypothesis pertained to the impact of intervention condition on the primary outcome variables, suicidal ideation and depressive symptoms. Results from two separate multiple regression analyses revealed that at post-intervention, the women randomly assigned to Nia were less suicidal than their counterparts in the TAU condition, even when controlling for preintervention levels of suicidal ideation: Part I of the BSS, t(85) = -1.94, p = .03, Cohen's d = -.57. Similarly, even after controlling for pre-intervention levels of depressive symptoms, women in Nia were less depressed than women in the TAU condition at the post-intervention assessment: BDI-II, t(86) = -2.29, p = .01, Cohen's d = -.51. Thus, the findings were consistent with the first hypothesis.
Impact of Intervention on Spiritual Well-Being and Coping Skills
The second hypothesis related to the impact of intervention condition on the spiritual well-being and coping. Results from a series of multiple regression analyses revealed that compared to the women randomly assigned to TAU, those in Nia endorsed higher scores on the post-intervention (1) existential well-being subscale of the SWBS, t (86) = 1.622, p = .05, Cohen's d = .48, controlling for preintervention differences; and (2) the adaptive coping subscale of the B-COPE, t (86) = 2.406, p = .009, Cohen's d = .60. However, no difference between the groups was found on religious well-being (SWBS), t (86) = -.32, p = .38, Cohen's d = .04, or maladaptive coping (B-COPE), t (86) = -.77, p = .23, Cohen's d = -.26. Thus, there was only partial support for the prediction that women randomly assigned to Nia would report more positive spiritual well-being and coping than the women in TAU following the intervention period.
Mediational Analyses
The third hypothesis related to the mediational role of spiritual well-being and coping in the intervention condition-psychological symptom outcome link. Bootstrap estimates were used to test two multiple mediator models. In Model 1 intervention condition was the independent variable; religious well-being, existential well-being, adaptive coping, and maladaptive coping were the parallel mediators; and suicidal ideation served as the outcome variable. In Model 2, intervention condition was the independent variable; religious well-being, existential well-being, adaptive coping, and maladaptive coping were parallel mediators; and depressive symptoms served as the outcome variable. These two models also are shown graphically in Fig. 2 . Post-intervention variables were used for the analyses. Results based on 10,000 bootstrap samples showed significant indirect effects via existential well-being, 95 % confidence interval for both suicidal ideation (-1.15, -.026) and for depressive symptoms (-6.90, -.025) . However, there were nonsignificant indirect effects for religious well-being, adaptive coping, and maladaptive coping. Detailed results of these two multiple mediator BDI-II beck depression inventory-II, BSS-Part I beck scale for suicidal ideation-part I, SWBS spiritual well-being scale, WB well-being, Adaptive CP adaptive coping, Maladaptive CP maladaptive coping J Clin Psychol Med Settings (2013) 20:401-414 407 models are shown in Tables 3 and 4 . Thus, bootstrap estimates support the significance of the indirect pathway through existential well-being, but not any other proposed mediators.
Discussion
Intervention Effects
The current study explored the relations among primary psychological outcomes, religious and existential wellbeing, and adaptive and maladaptive coping, in an effort to understand the intervention outcomes and mechanisms involved in intervention gains a culturally-sensitive intervention with African American women with a history of IPV and suicide attempt. The results of this study revealed that for low-income African American women with a recent history of both IPV and a suicide attempt, participation in an empowerment-based group intervention protocol was associated with more positive outcomes than involvement in standard care with regard to the reduction of both suicidal ideation and depressive symptoms, supporting the efficacy of a culturally-sensitive intervention in alleviating adverse psychological symptoms in this population. These findings are consistent with our recent results using hierarchical linear regression models with an intentto-treat sample , which indicated that low-income, African American women with a history of IPV and suicide attempt from the Nia group reported fewer depressive symptoms than the TAU group post-intervention controlling for pre-intervention levels. Interestingly, however, although the previous investigation did not find group difference in self-reported levels of suicidal ideation by using the total scores of the BSS , the current analyses using a sub-scale of the BSS showed significant group differences on this measure. The BSS has two subscales: (1) BSS Part I-a 5-item subscale that serves as a screening tool and participants skip the next section if they endorse 0 on both the fourth and fifth items; and (2) BSS Part II-16-item subscale that inquiries about attitudes, behaviors, and plans to commit suicide. Respondents who only answered BSS Part I could have artificially skewed the results toward the lower end, due to their missing responses on the BSS Part II.
Results showed that as predicted, women in the Nia condition reported higher levels of existential well-being and adaptive coping than women receiving standard care, but contrary to predictions, no group differences emerged in levels of religious well-being or maladaptive coping. The results on existential well-being underscore the positive effects that the Nia intervention had on one key intrapersonal protective factor, which is to help participants enhance meaning in their lives by a gaining better sense of purpose (Davis et al., 2009) , which is key to quality of life among African American women (Dalmida, Holstad, Dilorio, & Laderman, 2011) . Therefore, it is not surprising that women who received the intervention evidenced higher levels of existential well-being, than the TAU group post-intervention. In addition, participants in the Nia group reported more improvement in adaptive coping skills than participants in the TAU group post-intervention, further supporting its impact on another intrapersonal protective factor. These adaptive changes associated with participation in Nia included being proactive in seeking social and emotional support, facing and changing their current situations, learning to interpret events more positively and with a better sense of humor, and engaging in religious coping. BSS Part I beck scale for suicidal ideation-part I, IC intervention condition, RWB religious well-being from spiritual well-being scale, EXB existential well-being from spiritual well-being scale, AC adaptive coping from brief COPE, MAC maladaptive coping from brief COPE J Clin Psychol Med Settings (2013) 20:401-414 409 In relation to the key elements of the Nia intervention based on the TTI, progress in adaptive coping implies that the psychoeducational session targeting intrapersonal protective factor was generally effective and had the intended impact on a group of minority women with a history of IPV and suicide attempt. In comparison, no post-intervention difference was found between the two groups regarding levels of religious wellbeing or maladaptive coping. These findings suggest Nia may not change participants' internal sense of religious affiliation or reduce their maladaptive coping behavior above and beyond women in the TAU group. Although religious coping is emphasized in the intervention, religious well-being is different from religious coping as the former refers to one's internal sense of a relationship with God, whereas the latter pertains to behavioral means, such as praying and meditation. The fact that Nia does not aim to directly impact an individual's religious beliefs does not exclude the possibility that Nia women improved more on their religious coping skills. Likewise, Nia, which is strength-oriented and empowermentbased, emphasizes enhancing adaptive coping behavior rather than reducing maladaptive behavior. Therefore, it might not have direct effect on changes of maladaptive coping behavior. In addition, the low internal consistency of the maladaptive coping skill measure, which indicates a host of heterogeneous constructs, might have contributed to the nonsignificant results.
Existential Well-Being as a Mediator
The third hypothesis was partly supported as existential wellbeing was found to mediate the treatment effect on suicidal ideation and depressive symptoms, whereas religious wellbeing and adaptive and maladaptive coping did not serve such a mediational role. The role of existential well-being and religious well-being as mediators have been explored in a few cross-sectional studies (Edmondson, Park, Blank, Fenster, & Mills, 2008; Utsey et al., 2007) . Studies generally support a stronger relationship between existential well-being and psychological outcomes than religious well-being and these BDI-II beck depression inventory-II, IC intervention condition, RWB religious well-being from spiritual well-being scale, EXB existential wellbeing from spiritual well-being scale, AC adaptive coping from brief COPE, MAC maladaptive coping from brief COPE outcomes, including quality of life, psychological adjustment, hopelessness, and despair (Edmondson et al., 2008; Simonelli, Fowler, Maxwell, & Andersen, 2008) . Existential well-being has also been found to play a mediational role between various predicting factors and outcomes, including suicidal ideation and depressive symptoms (Simonelli et al., 2008) . For example, one study linked levels of existential well-being at one time point to levels of depressive symptoms and hopefulness 2 months later, supporting the role that existential well-being played in predicting psychological outcomes in longitudinal research (Mascaro & Rosen, 2005) . Overall, the current study is the first investigation that evaluated the relations among existential/religious well-being, adaptive/maladaptive coping, and primary psychological outcomes in an intervention research design and ascertained the role of existential well-being in mediating the effect of an intervention on the outcomes.
Study Limitations and Future Implications
Despite the presentation of promising results, several limitations should be considered associated with the current study. Firstly, although the Nia intervention staff made an effort to keep sustained participation, the chaotic nature of many participants' life experiences seriously impaired their adherence to the study. The high attrition rate might seriously challenge the generalizability of the results to the whole group. Second although the group differences in the majority of the outcome variables at post-intervention still held true after controlling for pre-intervention scores, the intervention effect could be explained, at least in part, by pre-existing differences between the Nia and TAU groups. Specifically, although there were no between group differences found on most of the variables of interest for this research, the Nia group endorsed higher levels of suicidal ideation and lower levels of existential well-being than the TAU group pre-intervention, and the pre-existing differences might have influenced the findings. Third, differences between the Nia and the TAU groups in symptoms, existential well-being, and coping skills might be alternatively explained by the additional attention that the intervention group received or due to the intervention group's appreciation of additional services provided. Therefore, it is important for future investigators of the Nia intervention to add a placebo group to the TAU condition. Further, another weakness is that the study did not differentiate the specific culturally and ethnic background among African American women (e.g., indigenous vs. foreign born), therefore it is impossible to examine whether cultural backgrounds might be a moderating factor in treatment efficacy. Despite the weaknesses of the current study, it is one of the few empirical investigations that have explored a culturally-informed intervention on an at-risk and underserved population of suicidal and depressed minority women. The findings highlight Nia as an evidence-based treatment that successfully applies the TTI (Flay & Petraitis, 1994) . The current study has shown intervention effects with a variety of psychological outcomes. Importantly, existential well-being has been implied to alleviate suicidal ideation and/or depressive symptoms in our population of interest. The results of the current study offer some insights with regard to potentially fruitful intervention studies in the future. While investigations have shown that spiritual well-being is a significant factor in resilience, it may be the existential well-being component of the construct that may have the most impact on coping and thus intervention outcome. Findings highlight the need for future longitudinal studies on existential well-being and its associated psychological outcomes. Interventions that engender a sense of meaning and peace can protect against despair and ultimately suicidal behavior (Taliaferro, Rienzo, Pigg, Miller, & Dodd, 2009 ). In addition to continued study of the role that existential well-being plays in negative psychological outcomes, there is a need to explore the mechanisms by which existential well-being has been enhanced, to address how the improvement of existential well-being can buffer the negative impacts of adverse life experiences, and to examine if existential well-being mediates the treatment effects on positive outcomes (e.g., self-compassion and social support). It will be useful to further understand certain aspects of existential well-being that can be boosted by a culturally-sensitive intervention approach, such as goal-and future-orientations, self-purpose, and a sense of belongingness.
It is noteworthy that there is conceptual overlap between existentialism and mindfulness, both of which acknowledge common human experiences, such as impermanence, change, uncertainty, and suffering (Claessens, 2009) . Therefore, other promising approaches likely to enhance the existential well-being are acceptance-and mindfulnessbased in nature, such as acceptance and commitment therapy, which highlights acceptance of ever-changeable internal experiences and action toward valued directions (Hayes, Strosahl, & Wilson, 1999) . When adopting acceptance-and mindfulness-based treatments for underserved populations, it is important to take a culturallysensitive approach to enhance resilience in face of adversity, by validating intense internal experiences surrounding critical life stressors (Sobezak & West, 2013) .
The theoretical framework of TTI also sheds light on the role that an interdisciplinary team of providers can play to optimize the protective factors and minimize risk factors in the environmental/contextual domain of care receivers in medical settings. The advantage of a medical setting in providing services is that health professionals can work together to offer comprehensive care, including but not limited to general and specialized medical services, spiritual counseling, individual and group therapy, crisis intervention, and community outreach programs.
